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(HEMATINIC CONCENTRATE WITH INTRINSIC FACTOR, LILLY) 


serves a vital function in your total therapy 


Potent ‘Trinsicon’ offers your patient 
complete and convenient oral anemia 
therapy; provides therapeutic quan- 
tities of all known hematinic factors. 
Just 2 Pulvules ‘Trinsicon’ daily pro- 
duce a standard response in the aver- 
age uncomplicated case of pernicious 
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HYPERTENSION 


UNITENSEN R 


is a true hypotensive agent with virtually 


no side-effects. 
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CHOLEDYL 


A major advance in ORAL xanthine therapy 


CHOLEDYL, a completely new ap- 
proach to oral theophylline therapy, | 
is clinically superior to other theo- 
phylline compounds for oral admin- 
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Now Available 


May we suggest, Doctor, that you 
watch your mail for further 


announcements and details? 


-- ++ USHERS IN A WHOLLY NEW ERA 
IN ANTI-INFECTIVE THERAPY 


(Statement by Director, Antibiotics Division, U.S. Food and 
Drug Administration at World Antibiotic Symposium) 
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EDITORIAL REDAKSIONEEL 


DIE VOORKOMING VAN PENISILLIEN- 
STERFGEVALLE EN -REAKSIES 


Suid-Afrikaanse berigte in verband met sterf- 
gevalle wat gevolg het op die gebruik van 
suiwere penisillien, vestig die aandag op die 
verontrustende posisie wat hom gedurende die 
afgelope paar jaar geopenbaar het in alle dele 
van die wéreld waar hierdie antibioticum op 
’n groot skaal gebruik is. Dit skyn asof die 
reaksies en sterfgevalle die gevolg is van ab- 
normale reagering op die penisillienmolekule 
self, en nie toegeskryf kan word aan die mid- 
del waarin dit toegedien word nie. Dit skyn 
dus asof die sterfgevalle anafilakties van aard, 
en skynbaar die dodelike uiterste van ’n spek- 
trum van allergiese reaksies is. 

Die moontlikheid dat ons binne die vol- 
gende dekade of wat te staan sal kom voor 
’n dergelike probleem wat betref die ander 
antibiotica wat op ’n uitgebreide skaal gebruik 
word, moet tans onder die o€ gesien word. 
Daar is derhalwe goeie gronde vir die oor- 
weging van die voorkomingsmaatreéls wat 
getref moet word om hierdie nuwe en ernstige 
verwikkeling in die behandeling van pasiénte 
die hoof te bied, aangesien dit op die huidige 
stadium nutteloos is om aandag te skenk aan 
die veronagsaming van antibiotica by die be- 
handeling van infeksies. 

Penisillien-reaksies en -sterfgevalle kom nog- 
al op ’n groot skaal voor. Al die verslae oor 
noodlottige en byna noodlottige onmiddellike 
(anafilaktiese) reaksies, volgende op die monde- 
linge en parenterale toediening van alle soorte 


89 


PREVENTION OF PENICILLIN DEATHS 
AND REACTIONS 


South African reports of deaths following the 
use of pure penicillin emphasize a disturbing 
situation which has been encountered in recent 
years all over the world wherever this anti- 
biotic has been used extensively. The reactions 
or deaths seem the result of an abnormal 
response to the penicillin molecule itself and 
not to any vehicle in which it is dispensed. 
The deaths thus appear to be anaphylactic in 
character and are apparently the lethal extreme 
of a spectrum of allergic reactions. 

The possibility must now also be considered 
whether in the next decade or so we shall not 
be faced with a similar problem in relation to 
other extensively used antibiotics. There is 
every reason, therefore, to consider what pre- 
ventive measures can be taken against this new 
and serious complication of treatment, since 
it is idle at present to contemplate abandoning 
antibiotics in the management of infections. 

The incidence of penicillin reactions and 
deaths is by no means inconsiderable. Lapin! 
compiled all the reports of fatal and near-fatal 
immediate (anaphylactic) reactions from all 
types of penicillin given orally and paren- 
terally. His figures cover only those reactions 
reported during 1953-54. Although no men- 
tion was made of delayed penicillin reactions, 
Lapin tabulated 149 cases of penicillin 
reactions, 67 of which were fatal. Lapin’s 


1. Lapin, J. H. (1955): Ann. All., 13, 169. 
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penisillien, is deur Lapin' versamel. Sy syfers 
dek slegs die reaksies wat tydens 1953-54 ge- 
rapporteer is. Hoewel geen melding gemaak 
word van vertraagde penisillien-reaksies nie, 
het Lapin 149 gevalle van penisillien-reaksie, 
67 waarvan noodlottige gevolge gehad het, 
getabuleer. Lapin se berekening moet as kon- 
serwatief beskou word want dit sluit nie onge- 
rapporteerde gevalle in nie. 

Sy studie van die voorkoms van allergiese 
penisillien-reaksies het Cronk? oortuig dat 
hulle toeneem na herhaalde inspuitings. Na 
die eerste binnespierse toediening was die 
allergie-voorkoms 0.2%; na die tweede behan- 
deling het dit gestyg tot 1.6%; en by pasiénte 
wat by drie verskillende geleenthede behandel 
is, was die voorkoms 3.6%. Hierdie syfers is 
waarskynlik ook aan die lae kant, want ander 
Navorsers rapporteer ‘n voorkoms van soveel 
soos 8-10%,> en selfs meer. 

Steinhardt* wat in 1954 ’n_ netelroos-voor- 
koms van 15% na die gebruik van penisillien 
gerapporteer het, beklemtoon dat hierdie syfer 
vergelyk moet word met ’n voorkoms van slegs 
3% gedurende die voorafgaande 5 jaar. Hier- 
die reaksie-vermeerdering skyn die algemene 
ondervinding te wees. 

Aangesien penisillien-reaksie skynbaar sy 
verskyning maak op grond van voorafgaande 
sensitisasie tot die skuldige allergeen, is dit 
moeilik om te begryp waarom sommige 
pasiénte sterf of ernstig reageer op wat oén- 
skynlik hul eerste ondervinding van die middel 
is. Dit skyn asof enige vorm van blootstelling 
aan penisillien (of dit nou al plaaslik, monde- 
ling of parenteraal toegedien word) op die ont- 
wikkeling van  penisillien-sensitiwiteit kan 
uitloop. Daar is nog altyd gemeen dat 
voorafgaande blootstelling aan nie-terapeutiese 
hoeveelhede penisillien, bv. inaseming van die 
skimmel, ’n rol kan speel in die totstand- 
brenging van die gesensitiseerde toestand. Dit 
verduidelik miskien waarom penisillien-reak- 
sies waargeneem is ongeag die soort penisillien 
wat gebruik is. Welch,’ inderdaad, maak 
melding van 'n sterfgeval volgende op die 
mondeling toediening van bensatienpenisillien. 
Kruissensitiwiteit tussen alle vorms van penisil- 
lien kan derhalwe verwag word. 

Die beskikbare getuienis dui beslis daarop 


. Lapin, J. H. (1955): Ann. All., 13, 169. 

. Cronk, G. A. (1954-55): Antibiotics Annual, 
bl. 111. Medical Encyclopaedia, Inc. 

. Luippold, E. J. (1954): J. Med. Soc. New 
Jersey, 51, 424. 

. Steinhardt, M. J. (1954): Trans. Amer. Acad. 
AlL., Texas. Aangehaal deur Luip- 

Id 


pold. 
5. Welch, H. (1955): Antibiot. Med., 1, 59. 
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estimates must be regarded as conservative, as 
they do not include unreported cases. 

Cronk? in a study of the incidence of 
allergic penicillin reactions, found that these 
increase with repeated injections. With the 
first intramuscular administration the incidence 
of allergy was 0.2%; with the second course 
this increased to 1.6%; and in those patients 
who had received 3 courses, the incidence was 
3.6%. These figures are also probably on the 
low side as other authors have reported reaction 
incidences of as much as 8-10%,> and higher. 

Steinhardt, who in 1954 reported a 15% 
incidence of urticaria following the use of 
penicillin, stressed that this figure was to be 
contrasted with an incidence of only 3% in 
the preceding 5 years. This increase in the 
incidence of reactions seems to be the general 
experience. 

As the penicillin reaction appears to occur 
on the basis of a previous sensitization to the 
offending allergen, it is difficult to understand 
why some patients die or react severely to what 
is apparently their very first experience of the 
drug. Seemingly any form of penicillin ex- 
posure (whether topical, oral or parenteral) 
may result in the development of penicillin 
sensitivity. It has even been considered that 
prior exposure to non-therapeutic amounts of 
penicillin, e.g. inhalation of the mould, may 
play some part in the creation of the sensi- 
tized state. This may explain why reactions 
to penicillin have been experienced regardless 
of the type of penicillin used. Welch,’ indeed, 
reported a death following the oral adminis- 
tration of benzathine penicillin. Cross-sensi- 
tivity can therefore also be expected between 
all forms of penicillin. 

Available evidence certainly indicates that 
penicillin reactions occur more often when this 
antibiotic is given parenterally. This would 
emphasize the need to consider seriously the 
use of the oral route as the one to be preferred. 
In practice, however, and in emergencies, there 
are often many difficulties in the way of fol- 
lowing this counsel of perfection. The prac- 
titioner must to-day recognize the distinct 
possibility of an allergic reaction, even if he is 
using the antibiotic on a patient for apparently 
the first time. 

The clinical problem is further complicated 


2. Cronk, G. A. (1954-55): Antibiotics Annual, 
p. 111. Medical Encyclopaedia, Inc. 

3. Luippold, E. J. (1954): J. Med. Soc. New 
Jersey, 51, 424. 

4. Steinhardt, M. J. (1954): Trans. Amer. Acad. 
All., Houston, Texas. Quoted by Luippold.3 

5. Welch, H. (1955): Antibiot. Med., 1, 59. 
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dat penisillien-reaksies meer dikwels voorkom 
as hierdie antibioticum parenteraal toegedien 
word. Dit beklemtoon die noodsaaklikheid 
om ernstige oorweging te verleen aan die 
mondelinge roete as die verkieslikste. In die 
praktyk en in noodgevalle is daar egter dikwels 
talle moelikhede in die weg van hierdie uit- 
stekende plan. Die praktisyn moet vandag 
rekening hou met die besliste moontlikheid 
van ’n allergiese reaksie, selfs al gebruik hy 
ook die antibioticum skynbaar vir die eerste 
keer by die behandeling van ’n pasiént. 

Die kliniese probleem word verder bemoei- 
lik deur die gevaarlike posisie wat ontstaan 
wanneer ‘n penisillien-sensitiewe pasiént by 
voortduring behandel moet word om sy lewe 
te red, bv. in gevalle van subakute bakteriese 
endokarditis. Pasiénte met ’n voorafgaande 
geskiedenis van allergiese siektes lewer onge- 
twyfeld ook ’n formidabele probleem op. 

Die Farmaseutiese en Skeikundige Raad van 
die Amerikaanse Mediese Vereniging® het on- 
langs erkenning verieen aan die gebruik van 
inspuitbare antihistamienmiddels vir profilak- 
sie teen allergiese reaksies in die loop van 
bloedoortappings. Hierdie beslissing dui op ’n 
rasionele prosedure wat die vertroue van die 
geneesheer wat antibiotica toedien, sal verhoog 
—mits ’n geskikte antihistamjenmiddel beskik- 
baar is wat geen inbreuk op die krag of 
stabiliteit van die penisillien-preparaat maak 
nie. 

Die beginsel wat deur die Farmaseutiese en Skei- 
kundige Raad aanvaar is, is trouens deur Luippold3 
vooruitgeloop en uitgebrei. In 1954 het hy sy refe- 
raat oor die voorkoming van_penisillien-rekasies 
gepubliseer en aangekondig dat hy die voorkoms van 
hierdie rekasies opvallend verminder het deur die 
byvoeging van chloorprofenpiridamien-maleaat by 
iedere inspuiting. Die reaksie-voorkoms het gedaal 
van 8-10% tot 0.12% na die byvoeging van 10 mg. 
van hierdie antihistamienmiddel by iedere inspuiting 
van die antibioticum. Sy ondervinding het hom 
aangespoor om 'n pleidooi te lewer vir die uitge- 
breider toepassing van hierdie veiligheidsmaatreél as 
‘n roetine-prosedure, sowel in hospitale as in die 
private praktyk. 

Aangesien geskikte antihistamienmiddels _beskik- 
baar is vir gebruik saam met penisillien is daar veel 
om Luippold se advies aan te beveel, veral aangesien 
sy ondervinding die vroeére bevindings van Simon,’ 
Maslansky en Sanger,8 en andere bevestig het. Die 
een of ander preventiewe roetinestap het nodig 
geword omdat ons kan verwag dat die voorkoms van 
penisillien- rekasies (insluitende sterfgevalle) sal toe- 
neem. ’n Profilaktiese program teen penisillien- 
reaksies het veral noodsaaklik geword in Suid-Afrika 
waar grootskeepse immunisasie met anti-poliomiélitis- 


6. Farmaseutiese en Skeikundige Raad van die 
Amerikaanse Mediese (1956) (Je 
Amer. Med. Assoc., 160, 

7. Simon, S. W. (1952): pds “AL, 10, 187. 

8. Maslansky, L. en Sanger, M. D. (1952): Anti- 
biot. Chemother., 2, 385. 
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by the difficult situation which arises when 
penicillin-sensitive patients need a continua- 
tion of treatment as a life-saving measure, e.g. 
in subacute bacterial endocarditis; and patients 
with a previous history of allergic: disease 
undoubtedly also provide a formidable prob- 
lem. 

Recently the Council on Pharmacy and 
Chemistry of the American Medical Associa- 
tion® recognized the use of injectable anti- 
histaminic drugs for prophylaxis against 
allergic reactions in the course of blood trans- 
fusions. This decision suggests a rational 
procedure which would increase the confidence 
with which the practitioner could administer 
antibiotics, provided a suitable antihistaminic 
drug was available which would not interfere 
with the potency or stability of the penicillin 
preparation. 

Luippold,? in fact, anticipated and extended 
the principle adopted by the Council on 
Pharmacy and Chemistry. In 1954 he published 
his paper dealing with the prevention of 
penicillin reactions, the incidence of which he 
reduced conspicuously by the addition of 
chlorprophenpyridamine maleate to each injec- 
tion. The incidence of reactions fell from 
8-10% to 0.12% by the addition of 10 mg. 
of this antihistaminic to each injection of the 
antibiotic. His experience stimulated him to 
make a plea for the wider use of this safety 
measure as a routine procedure, both in hos- 
pital and in private practice. 

As appropriate antihistaminic drugs are 
available for use in combination with penicil- 
lin, Luippold’s advice has much to commend 
it, especially as his experience confirms the 
earlier reports of Simon,’ Maslansky and 
Sanger,’ and others. Some routine preventive 
step has become necessary because it can be 
expected that the incidence of penicillin 
reactions (including deaths) will increase. A 
prophylactic programme against penicillin 
reactions has become particularly necessary in 
South Africa, where large-scale immunization 
with anti-poliomyelitis vaccine is taking place. 
Latest reports indicate that over 300,000 doses 
of locally manufactured vaccine have been 
issued and it is known that the South African 
vaccine contains an appreciable number of 
units of penicillin per cc. This highly com- 
mendable mass attack against paralytic polio- 


6. Council on Pharmacy and Chemistry of the 
American Medical Association (1956): J. Amer. 
Med. Assoc., 160. 777. 

7. Simon, S. W. (1952): Ann. All., 10, 187. 

8. Maslansky, L. and Sanger, M. D. (1952): 
Antibiot. Chemother., 2, 385. 
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entstof op die oomblik plaasvind. Die jongste 
berigte meld dat meer as 300,000 dosisse van die 
plaaslik vervaardigde entstof reeds uitgereik is, en 
dit is bekend dat die Suid-Afrikaanse entstof ’n aan- 
sienlike aantal eenhede penisillien per k.s. bevat. 
Hierdie hoogs aanbevelenswaardige massa-aanval op 
paralitiese poliomiélitis bring dus mee dat iedere 
vatbare kind in die land teen penisillien gesensitiseer 
sal word, met die moontlikheid van ‘n ernstige 
reaksie as die antibioticum later in terapeutiese hoe- 
veelhede gebruik word. Ons _poliomiélitis-bestry- 
dingsprogram is dus op sigself ’n kragtige rede vir 
die roetine-byvoeging van ’n geskikte antihistamien- 
middel by penisillien wanneer ook al dit parenteraal 
toegedien word. 

Daar kan geredeneer word dat die byvoeging van 
’n antihistamienmiddel reaksies sal voorkom, maar 
nie sterftes nie. In sommige gevalle sal dit bes 
moontlik waar wees; maar as penisillien-sterfgevalle 
bloot die noodlottige uiterste van die reeks penisil- 
lien-reaksies is, kan sterfgevalle bes moontlik voor- 
kom word; of die praktisyn kan ’n paar lewensred- 
dende minute kry om addisionele herstelmaatreéls 
toe te pas. Hy is nie langer sonder ’n kragtige 
middel om 'n tragedie af te weer nie. 
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myelitis does nevertheless ensure that every 
susceptible child in the population will become 
sensitized to penicillin, with the possibility of 
a serious reaction when the antibiotic is used 
subsequently in therapeutic amounts. Our 
anti-poliomyelitis programme is thus in itself 
a powerful reason for the routine addition of 
a suitable antihistaminic drug to penicillin 
whenever this is administered parenterally. 

It may be argued that the dosage of the 
antihistaminic drug may prevent reactions but 
not deaths. This may be so in some cases; 
but if penicillin deaths represent merely the 
fatal extreme of the range of penicillin 
reactions, deaths may well be prevented; or the 
practitioner may be given a few life-saving 
minutes in which he can employ additional 
resuscitative measures. He is no longer with- 


out some potent means whereby a tragedy may 
be averted. 


STANDARDIZED OPERATIONS 
GASTRECTOMY 


A. LEE McGrecor, F.R.C.S. (ENG.), M.Cu. (EDIN.) 
Johannesburg 


(Continued from p. 54) 


RULES GOVERNING THE USE OF SUTURES 


The following principles are observed : 

1. Reaction: Cotton and linen being vege- 
table substances are 70 times less irritating 
than catgut, which is an animal protein. Cat- 
gut is therefore used where a reaction is 
desirable, as in intestinal anastomosis and peri- 
toneal suturing. For skin and fascia cotton 
or linen are used. 

2. Avoidance of Strangulation: Continuous 
sutures strangulate tissue. They are only used 
where co-aptation without tension is desirable 
—intestinal and peritoneal sutures. 

Interrupted sutures are used for fascia and 
skin. They produce approximation and not 
strangulation. In fascial layers the knots are 
tied on the inside of the layer. 

It is not possible to strengthen an inter- 
rupted suture line by the use of heavier 
material. Thin suture material is always used 
—60 gauge. 

3. Suture Digestion: Where there is fear 
that catgut may be dissolved by digestive 
juices, an outer layer of interrupted linen or 
cotton material is used—duodenal or colonic 
anastomosis. 


4. Avoidance of Stenosis: Where the anas- 
tomosed lumina are narrow (pelvic colon), 
continuous catgut is not used for the whole 
circumference, anterior and posterior layers 
being used to avoid a purse string effect. 

5. Watertight Closure: Watertight closure 
occurs between peritoneal surfaces within 24 
hours. The submucous and muscle layers of 
the bowel take very much longer for secure 
healing. In all intestinal suturing it is man- 
datory that the all-coats suture secure peri- 
toneal apposition. The projection of portions 
of mucosa at a suture line implies, therefore, 
inadequate closure. 


THE OPERATION 


The skin having been incised and bleeders 
secured, towels are sewn to the skin edges 
(Fig. 9A, 9B). 

When the peritoneum has been opened, 2 
large wet swabs are fixed by a linen suture 
to each extremity of the incision, to keep the 
muscles moist and covered also to protect 
them during retraction. 

General Inspection. The lesion is then 
inspected, and at the same time a rapid survey, 
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Fig. 9.A. Draping the wound. 
Fig. 9B. The protected wound. 


by feel, of the entire abdominal cavity is 
made. It occasionally happens that unsus- 
pected pathology is encountered. Omission of 
this routine may cause death. Sometimes an 
anomaly may exist which necessitates re-plan- 
ning of the intended operation. This may 
be a degree of incomplete rotation of the gut, 
or an absence of the transverse mesocolon, 
which conditions may require a different ‘ hook 
up’ of intestine to stomach from what was 
intended. The transverse colon should there- 
fore always be lifted out of the wound and 
its mesocolon and the duodeno-jejunal flexure 
inspected. 

Mobilization of the Duodenum. If on 
inspection the duodenum is found to lack 
mobility, the surgeon goes to the opposite 
(left) side of the table, and divides the peri- 
toneum on the outer side of the second part 
of the duodenum by the method of Kocher. 
The duodenum can then be stripped medially 
(exposing the vena cava) and is much more 
readily accessible for subsequent division and 
anastomosis. 

Division of Bowel. It is a general principle 
that the surgeon works from healthy tissue 
towards the pathological area. This requires 
division of the duodenum first in gastric ulcer, 
and of the stomach first in duodenal lesions. 
He thus has a useful ‘handle’ by which he 
can retract stomach up or down to secure 
maximal exposure. 

Gastric ulcer is a somewhat mysterious 
entity. Its etiology is not the same as that 


of duodenal ulcer and acidity is not raised to 
high levels. Generally speaking, the gastrec- 
tomy is the same as for duodenal ulcer. It 
is important to make the division well above 
the lesion in case carcinoma exists; 5 cm. is 
a good margin. 
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Division is effected as follows: the stomach 
and transverse colon are delivered. The sur- 
geon pushes his fingers through the lesser 
omentum and grasps the stomach in his hand, 
fingers on one side and thumb on the other. 
The assistant tenses the greater omentum. The 
vessels running from the gastro-epiploic arch 
are picked up between forceps, division is 
made between them and they are tied with 
catgut. Mass ligature is avoided. The fat 
can be divided between vessels without liga- 
ture. Division is continued to the left to 
include the left gastro-epiploic artery, and to 
the right the right gastro-epiploic is divided. 
The first artery to reach the stomach above the 
left gastro-epiploic is the lowest of the vasa 
brevia. It is divided and section made above 
its level. Latterly the division of the vessels 
of the greater curvature has been speeded up 
considerably by securing the right gastro- 
epiploic vessels in the greater omentum below 
the pylorus. The greater omentum is then 
divided distal to the gastro-epiploic arch, where 
relatively few small vessels require attention. 
The left gastric artery is then secured as fol- 
lows. The stomach is rotated upwards, a folded 
swab is placed on the pancreas, and the tissues 
between stomach and pancreas tensed. The 
coronary or left gastric vein is seen running 
to the right from the lesser curve. Gentle 
dissection will expose the left gastric artery 
where it runs in the left gastro-pancreatic fold. 
In carcinoma of the stomach it is dissected 
as far as its origin from the coeliac. In peptic 
ulcer cases it is dealt with just proximal to 
its division into ascending and descending 
branches near the lesser curve of the stomach. 
It is a large vessel and is under-run with 
ligatures of No. 40 linen thread, using an 
aneurysm needle; Lahey’s instrument for use 
in thyroid surgery is a good type. Two liga- 
tures are applied above the site of division 
and one distally. The lesser curve is cleared 
above the division of this artery for an inch, 
so that the edge of the stomach is freed of 
all fat. This important step in the anasto- 
mosis is often neglected. It is best achieved 
by using a non-toothed dissecting forceps to 
tease away tissue from small vessels which are 
then secured and tied. The fat along the 
lesser curve is secured with artery forceps and 
division made between them (Fig. 10). 

The assistant passes 2 Payr’s clamps from 
left to right, leaving above the clamp that 
area of the curvatures which is free of fat 
(Fig. 11). 

The viscus is divided between the clamps 
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with a cautery. The distal line of section is 
covered with a narrow swab tied to the clamp. 

High Lesser Curve Ulcer: If the ulcer is 
situated high on the lesser curve the section 
is made as in Fig. 12. 

This is effected by applying 6 clamps; 
Kocher’s or Schoemacker’s forceps are ade- 
quate. The first 2 are applied from the greater 
curvature side. The stomach is divided 
between them and for 4” beyond, which gives 
room for the application of the second 2 pairs 
of forceps, and so on. The lines marked 2 
and 3 are closed as follows: the clamps are 
removed and Allis forceps applied to the 
crushed tissue (Fig. 13). 

Using No. 3-0 chromic catgut on an atrau- 
matic needle, on a needle holder, a through- 
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and-through all-coats over-and-over haemo- 
static suture is applied, the Allis forceps being 
removed as the suture reaches them. After 
each fourth stitch a stitch back is taken—this 
is a lock stitch. On completion of the suture 
a second row is applied using No. 3-0 plain 
catgut. This is a seromuscular stitch and at 
its completion the entire area of crushed tissue 
should have been buried. The area still 
clamped is for later anastomosis to the 
jejunum. 

A No. | Deaver retractor is now placed to 
retract liver and gall bladder, a swab inter- 
vening. The distal part of the stomach is 
then pulled to the right upwards, exposing 
the posterior aspect of the first part of the 
duodenum. With great gentleness, for this 
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Fig. 10. The mesenteries divided proximally and ligation of the branches of the epiploic arch to the great 
omentum. The ligature on the right gastro-epiploic artery has been omitted. 
Fig. 11. The proximal clamp applied. It should be an inch distal to the position shown. 


Fig. 12. The method of gastric section for high ulcer. 
Fig. 13. Details of the operation for high ulcer. 
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is one of the most vascular parts of the body, 
the vessels on the inferior border of the 
duodenum are picked up with mosquito for- 
ceps and cut and tied. Every strand of tissue 
passing between the (retroperitoneal) back of 
duodenum and pancreas is thus secured until 
an inch of duodenum is mobilized in this way. 
At this stage the right gastric artery is tied 
between forceps on the upper border of 
duodenum. 

Closure of the Duodenum. An Allen clamp 
or Kocher forceps is put across the duodenum 
allowing 3” of duodenum distally. The clamp 
is applied so that the teeth enter the upper 
border of duodenum for secure holding (Fig. 
14). 


© 


Fig. 14. Method of application of the clamp for 
duodenal section. 


A small Payr’s clamp is applied just proxi- 
mal to the other clamp and the duodenum 
divided with a cautery. The duodenal stump 
is closed with 3 layers of suture material: 

(1 & 2) Commencing at the upper border 
and using No. 3-0 plain catgut on a half- 
circle atraumatic needle, a seromuscular con- 
tinuous mattress suture is applied loosely over 
the clamp. The stitch has been tied at its 
commencement and held in an artery forceps. 
When the stitch is completed, the clamp is 
removed and the suture pulled tight and the 
duodenal end is narrowed by pushing the 
borders together. The tightening of the stitch 
inverts the cut edges so that the serous sur- 
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faces are brought into contact. The stitch 
now returns to the starting point, also as an 
inverting mattress suture. This stitch buries 
the 2 corners of the cut end of bowel. When 
it is completed, the single thread of the com- 
mencement of the stitch is cut and the suture 
ends tied together. If the beginning and the 
end of this 2-tier suture are tied together 
invagination of the top corner does not occur 
(Figs. 15A-15C). 

(3) A row of interrupted cotton or linen 
mattress sutures is now put in which effects 
further inversion (Fig. 16). 


Fig. 15.A. The first row of sutures applied. 

Fig. 15B. The clamp removed and the suture 
tightened. 

Fig. 15C. The application of the second row 
of sutures. 

Fig. 16. The third row of sutures applied. It 
should bury the preceding two layers of suture 
which are not shown here as the method of 
application would thereby be obscured. 


A tag of fat may be sewn over the suture 
line if the surgeon so elects. 

Difficulties. The mortality of duodenal ulcer 
surgery is higher than that of gastric ulcer 
because of duodenal leakage consequent on 
difficulties in closing the duodenal stump. 
They, in turn, are the result of cicatrization 
following prolonged ulceration. 

(a) Opening of the Duodenum. This occurs 
if the ulcer area is inadvertently opened in 
freeing it from its surroundings, or the stomach 
comes away in the surgeon’s hand, tearing 
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loose through the stenosed area. In the first 
eventuality the surgeon may find it best to 
cut away the stomach through the site of the 
tear. The left forefinger is now placed inside 
the duodenal stump and acts as a valuable 
guide to the further dissection, as the surgeon 
can judge where to detach duodenum from 
pancreas. If he keeps close to duodenal wall 
at the upper border, there is no danger to 
the common hepatic artery. Using this method 
the surgeon will always contrive to secure 4” 
of duodenum, which does allow for adequate 
closure. In such cases it is wise to put a 


Fig. 17. Sutures to prevent soiling. 
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they grip the stomach just proximal to the 
Payr, one on the lesser and one on the greater 
curvature. 

2. If the stomach stump is not empty, as 
may happen if preparation has been inade- 
quate, it is wise to put 2 or 3 mattress sutures 
through all coats of the stomach stump, just 
proximal to the Payr, before removing it. In 
this way the viscus is prevented from opening 
and soiling the abdomen when the clamp is 
removed (Fig. 17). 

3. The Payr clamp is removed. The surgeon 
and his assistant grasp the crushed edges at 
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Fig. 18. Allis clamps gripping the edges of the opening in the stump of the stomach. 


Penrose drain down to Morrison's pouch for 
added peace of mind. This drain remains 
in situ until the stitches come out, as leakage 
may occur late. If it does occur, there is little 
to be feared if the discharge finds an outlet 
to the exterior. 

(b) Inability to Close the Duodenum. This 
eventuality is best dealt with by putting a 
catheter into it, fixing it in place by 2 purse 
string sutures and surrounding the junction 
with omentum. The catheter is brought 
through a stab wound as it is a principle in 
surgery never to drain through the main 
wound. 

(c) Injury to the Pancreatic Duct. The 
accessory pancreatic duct (Santorini) enters the 
first part of the duodenum. It lies near the 
surface of the pancreas. It may be injured in 
dissection in this region. If so, it may not 
be noticed. When, therefore, there has been 
the need to cut duodenum off pancreas, 
security is again assured by putting a drain 
down to the suspect area. Should clear fluid 
be seen leaking from a divided pancreatic duct, 
the cut end should be tied with unabsorbable 
material such as linen. 

The Anastomosis. Attention now focuses 
on the gastric stump, which is still in the grip 
of the Payr’s clamp. The operation proceeds 
as follows : 

1. Two Allis forceps are applied so that 


4” intervals with Allis forceps (Fig. 18). 

4. A through-and-through suture of No. 3-0 
chromic catgut on a straight atraumatic needle 
is now put. in, commencing on the crushed 
stomach edge, the width of the jejunum from 
the greater curvature. This is an over-and-over 
suture. Each fourth stitch is taken in the 
reverse direction, to act as a lock stitch, as the 
suture is haemostatic as well as occlusive (Fig. 
19). 

5. The transverse colon is withdrawn from 
the wound. The duodeno-jejunal flexure is 
found by running the fingers of the right hand 
upward along the vertebral column and grasp- 
ing the highest loop of gut felt. The meso- 
colon is inspected and the site of the large 
vessels noted. An opening is made in it about 
midway along its depth. The posterior edge 
of the mesocolic opening is fixed by inter- 
rupted sutures to the posterior surface of the 
stomach about 4” proximal to the cut edge. 
The upper jejunum is drawn through the open- 
ing and so rotated that its fixed end is applied 
to the lesser curve—'lesser to fixed’. Care is 
taken to see that it is a ‘no-loop’ anastomosis, 
i.e. the small bowel passes straight to the lesser 
curve with no loop between the duodeno- 
jejunal flexure and the stomach. The selected 
jejunum is steadied with 2 Allis forceps. The 
anastomosis is begun by applying No. 3-0 
plain catgut suture on a half-circle atraumatic 
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needle uniting the seromuscular coats of 
stomach and jejunum by a running mattress 
suture. The needle is tucked under a towel 
for completion of the suture later (Fig. 20). 
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the opposite side where the process is repeated, 
and so on. Every fourth stitch is taken back 
as a lock stitch as the suture is haemostatic 
(Fig. 21). When the suture line is complete 


Fig. 19. The first suture applied to the cut end of the stomach. 
Fig. 20. The posterior layer of sero-muscular sutures uniting stomach and jejunum is shown. The line of 


incision into the jejunum is indicated. 


Fig. 21. The all-coats suture uniting the components of the new gastro-jejunostomy stoma is being applied. 
Fig. 22. The anastomosis is completed by applying the anterior sero-muscular suture. 


6. The jejunum is opened with a knife and 
gastro-enterostomy scissors over a_ length 
corresponding to the unsutured portion of the 
stomach end. Spurting vessels are tied with 
fine catgut (Fig. 21). 

7. The Allis forceps are taken off the 
unclosed portion of stomach and the all-coats 
suture applied with No. 3-0 chromic catgut on 
a straight atraumatic needle. This is a through- 
and-through over-and-over suture in the pos- 
terior part of the anastomosis. When a corner 
is reached, the suture becomes an inverting 
Collin’s suture, passing from serous to mucous 
aspects and then out on the same side as 
mucous to serous. The suture then passes to 


Fig, 23. The opening in the transverse meso- 
colon has been sutured to the stump of the 
stomach. 
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the 2 ends are tied together. Thus a serous- 
to-serous apposition is secured. 

8. The long end of the seromuscular suture 
is now picked up and the anterior layer of 
the seromuscular stitch is put in (Fig. 22). 
dn this way the seromuscular coat of the 
jejunum is applied to that of the stomach, 
burying the suture lines. 

9. The anterior edge of the opening of the 
transverse mesocolon is now attached to the 
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anterior stomach wall with a running mattress 
suture (Fig. 23). 
The anastomosis is complete. 

At this stage of the operation the left costal 
margin is elevated by a Morrison’s retractor 
and the blood which tends to collect under 
the left diaphragm is sucked out. If this is 
not done the patient complains of pain in this 
area. 

(To be continued) 


INCIDENCE OF PLACENTAL CALCIFICATION IN THE BANTU 
ITS VALUE IN PLACENTAL LOCALIZATION 


M. B. M. Denny, M.B., CH.B. (Cape), D.M.R. (Lond.)* 
Department of Radiology, King Edward VIII Hospital, Durban 


This paper represents a study of the incidence 
of placental calcification found in the Bantu 
of the Natal area. 

The investigation was stimulated by the 
work of Blair Hartley,! who described his 
technique of demonstrating the site of placen- 
tal insertion, by virtue of calcification of 
placental substance. With this technique he 
was able to produce high quality radiographs 
in which, where calcification was present, 
accurate localization was initially achieved in 
98% of cases, and in 99% in a subsequent 
series. 

To ascertain the incidence of placental cal- 
cification he X-rayed 252 placentae after 
delivery. These specimens came from patients 
whose period of pregnancy was of 36 weeks’ 
duration or more. He grouped the resultant 
radiographs as: 

1. Gross degree of calcification. 

2. Medium degree of calcification. 

3. Minor degree of calcification. 

4. Faint degree of calcification. 

5. No calcification. 

The incidence obtained for each group is 
shown in Table 1. 

Hartley! considers that all cases of gross and 


medium calcification can be demonstrated 
ante-natally, this consisting of 30.9% of the 
total number of specimens X-rayed. 


TABLE 1 
Degree of Calcification No.of Cases Percentage 
Gross degree 3 cases 1-19% 
Medium degree 75 cases 29-71% 
Minor degree 71 cases 28-19% 
Faint degree 78 cases 30-985% 
No calcification 25 cases 9-925% 


He furthermore believes that, with improved 
technique, all cases of minor calcification 
(28.19%) will also be identifiable. This would 
bring the total number of ante-natally identifi- 
able calcification to 59.09%. 

In 59.09% of pregnancies calcification is, or 
will be demonstrable ante-natally, and an 
accuracy of over 99% in localization can be 
achieved by this author. 

In order to assess the applicability of this 
method to the Bantu female in the Natal area, 
100 placentae at or near term were supplied 
by the Department of Obstetrics. Using Hart- 
ley’s technique, these were X-rayed and 
grouped according to his classification (Figs. 


TABLE 2. 


Blair Hartley. 


Natal Bantu. 


Degree of Calcification No. of Cases. Percentage. No. of Cases. Percentage. 
Gross degree 3 1-19% 4 4% 
Medium degree 75 29-71% 7 T% 
Minor degree 71 28-19% 12 12% 
Faint degree 78 30-985%, 33 33% 
No calcification 25 9°925% 44 44% 


* Present address: 1 Lister Building, Jeppe Street, 
Johannesburg. 
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1-5). The incidence of calcification as com- 
pared to Hartley’s cases' for each group is 
shown in Table 2. 

Table 3 indicates the percentage of ante- 
natally demonstrable calcification in both 
series, firstly including only the gross and 
medium groups, and secondly including gross, 
medium and minor groups. 

With a total incidence of ante-natally 
demonstrable calcification of only 23% in the 
Natal Bantu, it is apparent that the method 
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TABLE 3 


Percentage Calcification Antenatally Demonstrable 
Racial Groups — Manchester White Natal Bantu 


Gross and medium 30-9% 11% 
Gross, medium 
and minor 59-09% 23% 


is of little value. 
It is possible that a larger series would alter 
the values obtained, but in the author's 


Fig. 1, Placental calcification. Gross degree (4% of Natal Bantu). 
Fig. 2. Placental calcification. Medium degree (7% of Natal Bantu). 
Fig. 3. Placental calcification. Minor degree (12% of Natal Bantu). 
Fig. 4. Placental calcification, Faint degree (33% of Natal Bantu). 
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opinion this would probably not be sufficient 
to make the procedure of practical value. 

It is also reasonable to assume that entirely 
different values for the Bantu in the other 
provinces of the Union may well be obtained. 
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This possibility, associated with the obvious 
disparity in figures between a series of Euro- 
pean females in the Manchester area and Bantu 
females in Natal, suggests that the general 
applicability of this aspect of placental locali- 
zation is Open to question. 

Apart from the possible disparity in the 
incidence of placental calcification in different 
racial groups and geographical areas, there is 
(in the author’s opinion) a further and signi- 
ficant disadvantage. 

This is indeed commented upon by Hartley 
when discussing localization of placentae with 
minor calcification. He states that ‘a variable 
proportion of these placentae showing only a 
minor degree might have been diagnosed 
ante-natally; some indeed were so diagnosed 
as to site but not accurately as to extent’. 
In this writer’s opinion failure to diagnose 
the extent of insertion is a severe shortcoming 
and is probably not confined to the group 
in which only minor calcification is present. 
A certain number of cases in the medium, if 
not in the, gross group, will almost certainly 
defy accurate localization of the extent of the 
insertion, even with improved technique. 

It is apparent on surveying the 100 speci- 


Fig. 5. No placental calcification. (44° of Natal Bantu). 
Fig. 6. Placentography, filling one uterine artery. Arterial phase demonstrating extension of vascularity 


into the lower segment posteriorly. 


Fig. 7. Placentography. Diffuse staining of placenta. Note extension into the lower segment. The 
placenta actually extended onto the anterior uterine wall. 
The arrows indicate extension of the placenta below the foetal head. 
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mens X-rayed in this Department by the 
author that calcification is not uniform, and 
that peripheral areas are occasionally com- 
pletely devoid of or only show minimal calcific 
deposits. Although the number of cases in the 
minor and medium groups in the author's 
series is low, it is of interest to note the 
distribution of the calcification. In the minor 
group 33.3% showed large areas of the peri- 
phery to be completely devoid of calcification; 
58.4% showed peripheral areas with only 
minimal calcification, and in only 8.31% was 
there fairly dense calcification completely 
encircling the placenta. In the medium group 
28.57% showed areas devoid of calcification 
and a similar percentage showed minimal 
calcification. As would be expected in this 
group, a higher percentage (42.85%) did show 
uniform and probably demonstrable peripheral 
calcification. 

Fernstrom? points out that, even with con- 
trast placentography, difficulty can be experi- 
enced in determining whether the lower 
margin of the placenta extends across the 
internal os or not. 

Borell? has found that soft tissue radio- 
graphy is unreliable in cases of prematurity, 
transverse and oblique lie, and in some cases 
of breech presentation. 

With what is in this writer’s opinion the 
more precise method of contrast delineation 
of the placenta, and with filling of only one 
uterine artery, a low-lying posteriorly situated 
placenta was demonstrated (Figs. 6, 7), but an 
extension across the internal os on to the 
anterior uterine wall was not demonstrated. 
This minimal extension would certainly defy 
soft tissue techniques, whether the method 
depends on soft tissue delineation alone or is 
associated with a demonstration of placental 
calcification. 

Until, therefore, such time as a more reliable 
radiographic technique is developed, complete 
faith should not be placed on a radiological 
localization of placental insertion, particularly 
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if the technique relies on the demonstration 
of a soft tissue shadow of the placenta or 
calcification of the placenta itself. 


OPSOMMING 
Hartley beskryf ’n radiologiese tegniek vir die 
demonstrasie van die ligging van die placenta- 
inplanting deur die waarneming van die verkalking 
van die placenta-stof. 

In 98% van 'n eerste reeks gevalle het hy akku- 
rate lokalisering bewerkstellig, en 99°% in 'n latere 
reeks. 

Die huidige skrywer het ’n radiologiese studie van 
placenta-verkalking toegepas op 'n ondersoek van 'n 
Bantoe-groep in Natal. 

In slegs 23% van die gevalle in Natal kon hy 
voorgeboortelike verkalking van die placenta demon- 
streer. 

Die voorkomsverskil tussen Hartley se reeks 
(blankes in Manchester) en die skrywer se reeks 
(Bantoes in Natal) moet miskien aan rasse- en 
geografiese faktore toegeskryf word. 

Tot tyd en wyl ’n_ betroubaarder radiografiese 
tegniek ontwikkel word, is dit onwaarskynlik dat 
enige vertroue geplaas kan word in die radiologiese 
lokalisering van die placenta-inplanting, veral as 
die tegniek afhanklik is van die demonstrasie van 
’n sagte weefselskaduwee van die placenta of die 
verkalking van die placenta self. 


I wish to thank Dr. S. Disler (Superintendent) and 
Dr. Margaret Findlay (Chief Radiologist) of the 
King Edward VIII Hospital, Durban, for permission 
to submit this paper for publication. 

I would also like to register my appreciation to 
the late Dr. Gilbey, Head of the Department of 
Obstetrics and Gynaecology, for the co-operation of 
his Department. The same applies to Miss V. 
Clacey, of this hospital, for the radiographic studies 
and to Miss M. Tompkins of the Photographic 
Department, General Hospital, Johannesburg, for 
the photographic reproductions. 

To Dr. Eric Samuel my thanks are due for 
helpful advice in the preparation of this paper. 

I am grateful to Drs. Klein and Datt, of the 
X-ray Department, Baragwanath Hospital, for per- 
mission to use illustrations in Figs. 6 and 7. 
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WITKOP—SYPHILIS OR FAVUS? 
F. P. Scott, M. MEp.* 


Bloemfontein 
and 
Louis KAPLAN, M.B., B.CH. (RAND.) 
Boksburg-Benoni Hospital, Transvaal 


Since the first description of witkop by Mac- 
Arthur and Thornton in 1910 much contro- 


* Dermatologist. 


versy has arisen over the aetiology of this 
disease. The purpose of this paper is to 
demonstrate a case of witkop where a fungus 
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related to Trichophyton schoenlinii was the 
cause. 
CASE REPORT 


A female Coloured patient aged 21 years was 
admitted to the Boksburg-Benoni Hospital for 
confinement. She was suffering from an erup- 
tion of the scalp which, according to the 
patient, started 3 years before with fine, dan- 
druff-like scales on the occipital region. There 
was slight itching, but otherwise no discomfort 
was caused until a year ago, when extension 
of the lesion took place. Small pustules formed 
over the whole scalp and almost all the hairs 
were lost. The pustules eventually became 
confluent to form a thick white crust. It was 
possible to remove this crust with oil, soap and 
water, but it usually came back within a few 
days. Her nails have been brittle since early 
childhood. 

The patient suffered no illnesses of note and 
no history of venereal diseases could be 
obtained. She had two miscarriages and one 
child died at the age of 6 years. She was 
delivered of a healthy child while in hospital. 

No other members of her family were suffer- 
ing from scalp or skin diseases. 

She was a healthy-looking Coloured female. 


Fiz. 1. Witkop in a Coloured female. 
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A distinct ‘mousey’ odour was noted on enter- 
ing the room. The scalp was covered with 
extensive, thick, dirty, white adherent crusts, 
giving her face a very unusual appearance 
(Fig. 1). 

On removal of a part of the crust a granu- 
lating, blood-stained surface was revealed. On 
the margins of the eruption typical scutula 
were seen firmly embedded in the epidermis. 
A few lustreless hairs penetrated the crust. The 
glabrous skin was not affected. No enlarged 
lymph glands were detected. Axillary and 
pubic hairs showed no abnormalities. 

The fingernails were brittle, with longitudi- 
nal striations and a mild degree of paronychia. 

Investigations. Direct microscopic examina- 
tion of the crusts in 30% potassium hydroxide 
showed an almost pure fungus culture (Fig. 
2). Scrapings from the nails contained 
numerous mycelia. On Sabouraud’s agar a 
typical favus colony was grown. Microscopi- 
cally ‘favic chandliers’ and chlamydospores 
were seen. 

Serum reactions for syphilis were negative. 

Trea:ment. The crusts were removed with 
starch poultices and the scalp treated with 
Ung. Hydrarg. Ammon. Dil. ointment. After 
about 3 weeks the condition almost entirely 


Fig. 2. Photomicrograph of a direct preparation. Original magnification, X 150. 
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cleared up, leaving a nearly bald atrophic scalp 
with slight scaling (kaalkop). 


DISCUSSION 


Witkop (dikwakwadi) was described as a form 
of congenital syphilis. Mitchell! and Mitchell 
and Robertson? were able to isolate an 
Achorion-like fungus from their cases and 
they denied the syphilitic origin. Anti- 
syphilitic treatment alone had no effect in 
their cases. Marshall and Wilson,> however, 
described 3 cases with positive serum tests 
for syphilis. These patients improved on anti- 
syphilitic treatment, but they also received 
local treatment with a mercury preparation. 
No fungus was detected in their cases. * 

The following objections were raised against 
the favic origin of witkop: 

1. The serum tests for syphilis were almost always 
positive in the cases described so far. 

2. Witkop is often non-contagious. 

3. It was not always possible to detect fungi in 
cases of witkop. 

4. Scutula were often absent in typical cases. 

The serum tests for syphilis were negative 
in our patient. This was also the case in one 
of the patients described by Mitchell and 
Robertson.2 These authors made the following 
suggestion: ‘It may be that syphilis is a pre- 
disposing cause of witkop and that the fungus 
grows best on syphilitic human soil.’ 

According to Sabouraud,* favus is not always 
contagious and it occurred in the vicinity of 
Paris as a sporadic disease, affecting usually 


only one or two members of the same family. 


He observed cases where no contamination 
took place in spite of patients’ having lived 
in close contact with their families for many 
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years. 

Mitchell and Robertson? isolated a favic 
Trichophyton from patients with witkop. This 
was also done in our patient. It can sometimes 
be difficult to find the fungus, especially in 
the late atrophic stage (kaalkop). Culturally 
it is a slow-growing fungus leaving much 
Opportunity for contamination. Repeated 
examinations should be carried out in sus- 
pected cases. 

Scutula are not always present in favus. 
Sabouraud described this as les favus sams 
godets. It is also known as ‘ Favus sine favis’. 


SUMMARY 


A typical case of witkop is described in a 
Coloured woman. 

A fungus related to Trichophyton schoen- 
linii was isolated. 

Serum tests for syphilis were negative. 

The condition cleared up with fungicidal 
ointments. 

OPSOMMING 


‘n Tipiese geval van witkop by 'n kleurlingvrou 
word beskryf. 

‘n Swam wat aan Trichophyton schoenlinii ver- 
want is, is geisoleer. 

Die serumtoetse vir sifilis het negatiewe resultate 
opgelewer. 

Die toestand het verbeter toe die pasiént met 
swamvernietigende salwe behandel is. 
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PERIPHERAL ARTERIAL DISEASE 
CLINICAL SIGNS AND INVESTIGATIONS 
J. GREENSTEIN, M.D.* 
Johannesburg 
(Continued from p. 85) 


INVESTIGATIONS 


Numerous investigations have been carried 
out in the past. Some are still in vogue and 
new ones are being added constantly. Simpli- 
fication of some methods and abandonment of 
others comes with clinical experience. Team 
work is often necessary to establish a diagnosis. 


* Clinical Assistant, Peripheral Vascular Disease, 
General Hospital, Johannesburg. Physician, Dis- 
coverers Hospital, Florida. 


The following routine investigations are com- 
monly used at present. 

Skin Temperature Test. Surface temperature 
in subjects with a normal circulation is very 
responsive to changes in environmental tem- 
perature. This is due to the vasomotor res- 
ponse. With organic obliterative arterial 
disease, however, the rate of warming of a 
limb is decreased and a longer time is taken 
for a limb to reach normal levels. With severe 
arterial disease there may be very little rise 
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above the environmental temperature. In 
Raynaud's disease the response to heating is 
extremely rapid and reaches levels even above 
normal in a short time. 

The temperature of the skin, however, can 
be influenced by other factors, e.g. tobacco, 
emotion, fever, food, etc. It is important that 
such factors are eliminated. Skin temperature 
tests should be done in a specially air-condi- 
tioned room designed to be kept at a constant 
temperature. It takes about an hour for toes 
to reach basal levels and the patient should 
therefore be kept in such a room for at least 
that time before this test is commenced. 

Under such basal condition the response to 
heating can be a gauge to the state of the 
circulation. 

Case 1. A male aged 40 complained, since 
January 1956, of severe cramps in the left calf on 
walking one block. He had to stop to get relief. 
On occasions, he experienced cramps in the foot 
and toes. He had not noticed any change in 
colour of the skin of that leg. 

The left foot was colder than the right. Pedal 
pulses were all present in the right leg, but reduced 
in pulsation. In the left leg the posterior tibial and 
dorsalis pedis pulses were absent. There was marked 
elevation pallor extending to the knee on the left 
side, but hardly any pallor on the right side. Rubor 
was delayed on the left, becoming intense after 2 
minutes. On the right side it appeared rapidly. 
The venous filling time was delayed to 15 seconds 
on the left but on the right it occurred within 7 
seconds. 

Oscillometry. Right calf, 5. Left calf, 0. 

Right ankle, 14. Left ankle, 0. 

Skin Temperature Test by Reflex Heating. The 
patient was placed in a room where the temperature 
was 26°C. He was exposed for a short while to 
reach basal levels. 

To start with the temperature of the big toes was 
24°C. (Fig. 4). Within 10 minutes of placing the 
hands in hot water, the temperature of the right 
big toe rose to 32°C; that of the left rose only to 
25°C. After 35 minutes of reflex heating the tem- 
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perature on the right side rose to 34°C. thus reach- 
ing virtually normal levels. On the left side, 
however, it rose to 30°C. and remained at that level 
for the rest of the test. 

Discussion. The right foot shows a normal 
response. The left foot response is delayed and 
fails to reach normal levels after prolonged heating. 

The test indicates that the vessels in the left leg 
are organically obstructed, but that the collateral 
circulation is fair and there is a fair degree of 
spasm which is released on heating. 

Case 2. A male aged 63 complained of pain in 
the left calf on walking 2-3 blocks. Rest gave 
immediate relief. The condition developed slowly. 
The foot felt cold and numb and he had a sensation 
of pins and needles in the foot. He had no rest 


pain. 
The left foot was cold and the right foot cool. 
Hair was present on the dorsum on the toes. The 
nails were healthy. There was marked pallor in the 
left foot when in the horizontal position, but mild 
pallor on the right side. Elevation of the left leg 
brought a cadaveric pallor but mild pallor on the 
right side. The venous filling time was 15 seconds 
on the left and 5 seconds on the right. There was 
mild rubor on both sides but more on the left. 
All pulses were fair on the right side, but only the 
femoral artery could be felt on the left side. The 
oscillometric readings were 
i 2 units at the calf and 4 unit at the 


The 
patient was exposed for an hour at a room tem- 
perature of 21.4°C. The basal readings of the toes 
reached 21.4°C. in the left foot and 21.5°C. in the 
right (Fig. 5). Both feet reacted poorly to reflex 
heating, rising slowly, and reaching about 30°C. 
after an hour’s heating and only reaching a level 
of 32°C. after 120 minutes. 

Discussion. Both legs are affected by obliterative 
arterial disease, but the collateral circulation is good. 
The skin temperature test shows very little difference ° 
in response to reflex heating and yet the left leg is 
clinically very much worse. 

The oscillometric readings show absent pulses on 
the left side and there is slight tenderness in the 
popliteal fossa and above it. The severity of the 
symptom on the left side must be attributed to a 
recent thrombotic episode in the femoral artery— 
presumably in the region of Hunter’s canal, thus 
depleting the calf muscles of their main blood sup- 
ply, with consequent severe intermittent claudication. 
The skin, however, is well supplied with a collateral 
circulation and in spite of the thrombosis in the 
femoral artery, has a blood supply sufficient for 
nutritional requirements. ; 

Oscillometry. The oscillometer gives infor- 
mation about the — of the pulses. The 
maximal excursions by a needle over a scale 
tabulated in units, gives the oscillometric 
index. The presence or absence of pulsations 
can thus be revealed in vessels deep in the 
muscle which cannot be felt. The range of 
normal values is wide, but in disease low 
values are of importance (Figs. 6A, B). Pro- 
gress of the disease can be assessed by com- 
parison of the oscillometric indices from time 
to time. The oscillometric readings can be 


recorded graphicaily. 


ankle. 
Left: No reading could be obtained. 
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Fig. 6. Oscillometry. 

A. Right leg: Normal amplitude. 

B. Left leg: Reduced amplitude suggesting 
reduction in calibre, with weaker pulsations in 
the vessels. 


Fig. 6C. Calcified Femoral Arteries of the 
Monckeberg Type. Note the smooth outline of 
the vessel wall with dense uniform medial calci- 
fication and segmental appearance of the vessels. 
In contrast, calcification of the intimal arterio- 
sclerotic type shows irregular walls with patchy 
deposition of calcium. 

Fig. 6D. Abnormal Femoral Artery (Calcified). 


A. Commencing thrombosis. 
B. Endothelial layer. 


C. Atherosclerotic patch. 

D. Media. Calcified in the whole circum- 
ference. 

E. Adventitia. 

F. Small vein accompanying an artery. 


Fig. 7. Normal Femoral Artery. 
A. Lumen of vessel. 
B. Endothelial layer. 
C. Elastic layer—intact. 
D. Media. 
E. Adventitia. 


Note: There is no evidence of collateral 
vessels in the surrounding tissue. 


Fig. 8. Abnormal Femoral Artery (Arterio- 
sclerotic). 

A. Lumen. 

B. Atherosclerotic plaque occluding  three- 
quarters of the lumen of the artery. 

C. Endothelial layer covering the plaque. 

D. Elastic layer, thin, fragmented and almost 
absent around the plaque. 

E. Media. Extremely thin in the region 
covered by the plaque, but thick and healthy 
looking opposite the lumen. 

F. Adventitia. 

G. Numerous small vessels surrounding the 
artery. These constitute the developing collateral 
circulation. 


X-Ray Examination. This can be a useful 


guide in assessing the arteriosclerotic condition 
of the arteries. The demonstration of calcium 
is very helpful, especially in Monckeberg’s 
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sclerosis, where the media of the vessel is 
heavily calcified (Figs. 6C, D.). 

The microscopic features are illustrated in 
Figs. 7 and 8. 

Plethysmography. In cases of arterial 
disease the prognosis of a limb depends upon 
the adequacy of its collateral circulation. The 
finger plethysmograph devised by Goetz (of 
Cape Town) is most suited for this investiga- 
tion. Functional conditions can be differen- 
tiated from organic disease and often patho- 
logical changes can be established before 
clinical manifestations are detected (Fig. 9). 


—= 


a 


Fig. 9A. Normal Plethysmograph. 

A. Basal, before reflex heating. 

E. 55 minutes after heating. 

P. Pulse wave. 

Note the gradual rise in the digital pulse 
volume and blood flow during reflex heating. 
Room temperature: 22°C. 


Fig. 9B. Abnormal Plethysmograph. 
(Room temperature: 23.4°C.). 

A. Basal, before reflex heating (at rest). 

B. After 70 minutes’ reflex heating. There is 
a small increase in the digital pulse volume and 
blood flow. 

B.F. Blood flow. 

A. At rest. 

B. After reflex heating. 

The black line is the base for measuring the 
blood flow. 


Arteriography. By means of an opaque 
medium injected into an artery or a vein the 
vessel can be visualized on an X-ray film and 
areas of obstruction can be localized. Aorto- 
grams (Fig. 10) and arteriograms as well as 
venograms are now done extensively, though 
the latter is gradually being abandoned. 

The pattern of vessels revealed by this 
method can be of diagnostic importance. 
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Inspection of the shape, size and regularity of 
a vessel can assist in differential diagnosis 
between conditions such as arteriosclerosis, 
thrombo-angititis obliterans, arterio-venous 
fistula and aneurysm. Partial or complete 
organic block and the extent of a collateral 
circulation can be visualized. Venography is 
sometimes used to assess the state of the 
venous system in a limb, but as the results 
have not been of any special assistance in 
diagnosis and therapy, it is being abandoned. 

Lumbar Sympathetic Block. This is often 
used as a diagnostic and therapeutic measure. 
It relieves spasm and thus indicates to what 
extent there is organic or functional peripheral 
vascular involvement. By a considerable in- 
crease in temperature one is able to judge 
the extent of spasm and the possible effect of 
ganglionectomy as a therapeutic measure. 

Sweating Test. In _ peripheral vascular 
disease this test is used to assess the effect of 
ganglionectomy. It demonstrates whether 
complete denervation of sympathetic fibres has 
been obtained by the operation or whether 
there is regeneration of fibres. 

Blood Lipid Tests. Recently the effect of 
animal fat consumption on the development 
of arteriosclerosis has been widely studied. The 
lipid content of the blood is being investigated 
for this purpose. This may eventually prove 
to be a valuable method of assessing the effect 
of diet on peripheral obliterative arterial 
disease. 

The foregoing clinical signs are late as well 
as early manifestations of peripheral arterial 
disease. There are many more. The investi- 
gations to verify the signs require skill, experi- 
ence and apparatus. Some, however, are simple 
and can be carried out at the bed-side. A 
combination of the two will, in a great num- 
ber of instances, establish the presence of 
arterial disease in its early stages. This is 
extremely important for successful therapeutic 
measures. 


OPSOMMING 


Die kliniese tekens van gevorderde sowel as vroeé 
manifestasies van perifere slagaarkwaal word beskryf. 

Die ondersoekingswerk wat nodig is om die 
tekens te bevestig, vereis vernuf, ondervinding en 
die nodige apparaat. Soms is dit egter eenvoudig, 
en kan by die bed van die pasiént gedoen word. 
‘n Samevoeging van die twee sal, in ’n groot aantal 
gevalle, die aanwesigheid van slagaarkwaal in die 
vroeé stadiums bevestig. Dit is van die allergrootste 
belang vir die toepassing van geslaagde terapeutiese 
maatreéls. 


My sincere thanks to Dr. Josse Kaye for the X-ray 
plates of the aortograms, to Dr. B. Goldberg for 
the plethysmographic tracings and to Dr. E. 
Wetton for preparing the photographs. 
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Fig. 10A. Normal Aortogram (In a male 
azed 40 years). There is a slight deviation 
of the aorta to the right. The vascular pat- 
tern of the iliac and femoral arteries is nor- 
mal. The walls of the vessels are smooth 
and the lumina well filled and of normal 
calibre. 


Fig. 10Bi. Abnormal Aortogram (In a male 
aged 60 years). Block in the left common 
iliac artery at its origin. The dye only fills 
the vessels on the right side. There is, as 
yet, no sign of collateral vessels. 


Fig. 10Biz. A few seconds later note the 
extraordinary network of collateral vessels and 
the presence of well-filled iliac and femoral 
vessels by retrograde filling through the col- 
lateral channels. The gap in the continuity 
of the left common iliac artery indicates the 
block. Note that the left femoral artery is 
smaller in calibre than the right. 
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NOTES AND NEWS - BERIGTE 


Mr. Cyril Kaplan, M.Ch.Orth., F.R.C.S. (Eng.) of 
70-73 Trust Buildings, Gardiner Street, Durban, has 
been awarded a Fellowship for Advanced Study in 
Reconstructive Surgery and Rehabilitation by the 
Kessler Institute for Rehabilitation, Newark, New 
Jersey, U.S.A. The programme includes study at 
special centres in the U.S.A. in addition to work 


at the Institute. Mr. Kaplan, accompanied by his 
wife, Dr. Sylvia Kisner, and children left for 
America on 15 February 1957, and will be away 
for a period of 6 months. During his absence his 
practice and appointments will be conducted by Mr. 
F. J. Hedden, F.R.C.S.(Eng.), F.R.C.S.(Edin.) from 
the same address. 
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Dr. A. M. Brunton, Director of Medical Services 
for the Pfizer organization in the African and 
northern European areas, recently visited the Union. 

During a short but busy stay, he spent some time 
at the Durban Amoebiasis Research Unit of the 
C.S.I.R. at the invitation of the Director, Dr. R. 
Elsdon-Dew. 
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IN MEMORIAM: DR. J. WOLF RABKIN 


We deeply regret to record the death on 11 January 
1957, of Dr. Wolf Rabkin of Cape Town, while 
on holiday at Hermanus. 

Dr. Rabkin graduated as M.B., Ch.B., at the 
University of Edinburgh in 1920 and was a dis- 
tinguished practitioner in the field of pediatrics. 

* * * 


Dr. S. C. Appleton, formerly in practice at 42 
Strand Street, has changed his address to 411 Medi- 
cal Centre, Cape Town. Telephone: 2-5369. 

* * * 


SKF LABORATORIES (PTy.) LTD. 


M. & J. Pharmaceuticals (Pty.) Ltd. announce that, 
following the acquisition by Smith Kline & French 
Laboratories, Philadelphia, of the group of com- 
panies trading as A. J. White Ltd. and Menley & 
James Ltd., the style and title of the South African 
company from 1 April 1957, will be SKF Labora- 
tories (Pty.) Ltd. Certain reorganization is taking 
place. In particular, the company, which has hither- 
to acted as agents for a number of well-known 


principals, will be concerned exclusively with the - 


manufacture and distribution of the pharmaceutical 
specialities of Smith Kline & French Laboratories, 
Philadelphia. The products of the company will 
continue to be distributed in the Central African 
Federation by Geddes Ltd. 

The address of SKF Laboratories (Pty.) Ltd. will 
be: Diesel Street, P.O. Box 784, Port Elizabeth. 
Telephone: 8-6581. Telegrams and Cables: Eskayef. 


BOOK REVIEW 


GREY TURNER'S OPERATIVE SURGERY 
Modern Operative by the late 
G. Grey Turner, LL.D., 
F.R.C.S.E., F.R.A.CS., PACS and Lambert 
Charles Rogers, V.RD., M.Sc., M.D., F.R.C.S., 
E.R.CS.E., F.R.A.CS., FACS. With a Foreword 
by Sir Gordon Gordon-Taylor, K.B.E., C.B., 
M.A., 45D; MD.,.°MS., R. GS: 
E.R.CS.E., FRCS, F.R.ACS., E.AGS. In 
Two Volumes. Volume II. 1956. 4th ed. 
(Pp. 2475 + Index. With 1090 Figs. 75s.) 
London: Cassell & Company Ltd. 


The two volumes of Grey Turner's Modern Opera- 
tive Surgery comprising the fourth edition have been 
entirely re-written and revised. The new contribu- 
tors are: Alec W. Badenoch, John N. Barron, 


S. E. Birdsall, A. Michael Boyd, H. Jackson Burrows, 
E. Stanley Evans, John Howkins, Geoffrey Keynes, 
O. V. Lloyd-Davies, George A. Mason, C. Naunton 
Morgan, H. B. Stallard, Norman C. Tanner, Oswald 
S. Tubbs and Henry K. Vernon. 


This monumental work will find a secure place 
in the literature of British surgery. In addition 
to specific surgical details, there is practical informa- 
tion on all aspects of disease, anatomy, pathology, 
physiology and radiotherapy, as well as details of 
pre- and post-operative treatment. For the young sur- 
geon it is an essential volume, for the contributors 
to this edition are all well-known leaders in their 
specialities. It will prove of immense value as a 
reference book and also as a guide to the candidate 
preparing for higher examinations. 


CORRESPONDENCE 


INTRAVENOUS ADMINISTRATION VIA POLYTHENE 
CANNULAE 


To the Editor: In your issue of 5 January 1957, 
Dr. C. C. Didcott claims to have ‘ evolved’ a ‘ new 
method’ of cannulization of a vein by passing a 
polyethylene tube through the lumen of a thin- 
walled needle introduced by simple venipuncture. 
This claim is unwarranted. I have personally 
used this simple expedient for the past 7 or 8 years 
for prolonged infusions of blood and other paren- 
teral fluids. As proof of the fact that the method 
is well known and widely practised elsewhere, I have 
in my possession a catalogue issued by the Clay 
Adams Company of New York dated 1950. This 
lists the inside and outside diameters of the various 
grades of Supernant polyethylene tubing which they 
distribute and also the gauges of ordinary and thin- 


walled needles through which each will pass. 

The cardiac catheter attachment mentioned by Dr. 
Didcott (which is also not ‘ new’) is expensive and 
inessential. A sawn-off needle with its end bevelled 
on a stone will do just as well for making con- 
nexion with the drip set. If the free end of the 
cannula is immersed in hot water for a few moments, 
it can be expanded to admit a needle with an 
internal diameter only fractionally smaller than that 
of the bore of the cannula itself. On cooling, the 
tubing shrinks to embrace the shaft of the needle 
firmly, thus eliminating the possibility of leakage 
or constriction, either or both of which may occur 
with the cardiac catheter attachment. 

M. Shapiro. 
South African Blood Transfusion Service, 
P.O. Box 9326, 
Johannesburg. 


AD 
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4 
for refreshing sleep 
and a fresh awakening ' 
4 


Effective against all types of insomnia not due to 
pain, CARBRITAL* provides a combination of 
pentobarbitone sodium, a rapid-acting barbiturate, 
with carbromal, a mild sedative. This combination ' 
ensures the speedy onset of sleep and gently ’ 
sustains it throughout the night, with little or no 


depression the following day. ¢ 


In bottles of 25 and 250 capsules 
each containing pentobarbitone 


sodium (14 grs.) and carbromal 
CAR BRITAL 
*Trade Mark 
PARKE, DAVIS LABORATORIES (PTY.) LTD., P.O. Box 9971, Johannesburg. 
And at Port Elizabeth. 
DISTRIBUTORS IN SOUTH AFRICA: Lennon Ltd., P.O. Box 8389, Johannesburg and all branches. 
DISTRIBUTORS also in Rhodesia and Nyasaland, Belgian Congo, Angola and Portuguese East Africa. 
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SUCCINATE-SALICYLATE THERAPY FOR THE RELIEF OF 
SYMPTOMS ASSOCIATED WITH ALL RHEUMATIC DISORDERS 


BERMIDE fills a long-sought objective 
in the therapy of arthritis and rheumatic 
disorders. It combines the following 
advantages: 


1 PROMPT RELIEF OF SYMPTOMS 


2 PHYSIOLOGICAL ACTION 


3 FREEDOM FROM ILL-EFFECT. 
OBVIATION OF SALICYLATE TOXICITY 


4 SUITABILITY FOR PROTRACTED 
ADMINISTRATION 


It has long been accepted by the 
medical profession that acetyl- 
salicylic acid is unsurpassed as 
an adjuvant in the treatment of 
arthritic and rheumatic con- 
ditions. 


Hitherto, it has been impossible 
to administer massive and pro- 
longed dosage of acetylsal with- 
out lowering prothrombin level 
and avoiding its inhibitory effect 
on tissue respiration. 


When, however, calcium suc- 
cinate and acetylsalicylic acid 
are combined as in BERMIDE, 
the acetylsalicylic acid is rendered 
non-toxic without lessening its 
effectiveness as a means of 
alleviating pain. 


The BERMIDE formula has 
been enthusiastically accepted in 


Great Britain, the United States 
and Canada, where clinical in- 
vestigation has yielded impres- 
sive results. 


BERMIDE is promoted ethically 
in bottles of 100 tablets and the 
large size dispensing bottle of 500 
tablets. If your Pharmacist does 
not already have BERMIDE in 
stock he may obtain it directly 
from B. P. Davis Limited, 
P.O. Box 3371, Johannesburg, 
or through usual wholesale 
channels. 
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Drip therapy 
without 


a tube 


In the past, the successful treatment of many cases of peptic ulceration demanded hospital conditions. 
Now, by means of NULACIN Tablets, it is possible to control gastric hyperacidity without any incon- 
venience to the patient. By using NULACIN Tablets as directed, an ambulant patient can obtain all the 
advantages of intragastric milk-alkali drip therapy. 


Bron 
test-meal curves of five cases | 


RESTING 2 
Juice, 


later, strikin, 
oucking Nulacin tablets (3 an 
acidity when Nulacin is discontinued 


Sole South African distributors : 

B.P.D. (S.A.) (PTY.) LIMITED, 

P.O. Box 45, Jeppestown, 
Transvaal 


—— freeHCL 
GASTRIC ANALYSIS Same patients as in Fig. 1, two 
neutralizing effect of 
ur). Note the return 


—— freeHcL 
al ulcer 


INDICATIONS 


NUuLACcIN tablets are indicated whenever neutralization of the gastric contents 
is required: in active and quiescent peptic ulcer, gastritis, gastric hyperacidity. 

Beginning half-an-hour after food, a NULACIN tablet should be placed in the 
mouth and allowed to dissolve slowly. During the stage of ulcer activity, up 
to three tablets an hour may be required. For follow-up treatment, the 
suggested dosage is one or two tablets between meals. 

NuLacin tablets are not advertised to the public, have no B.P. equivalent, 
and a dispensing tube of 25 tablets is freely available throughout South Africa 
and Rhodesia. 

NULACIN tablets are prepared from whole milk combined with dextrins and 
maltose, and incorporate Magnesium Trisilicate 3.5 grs.; Magnesium Oxide 
2.0 grs.; Calcium Carbonate 2.0 grs.; Magnesium Carbonate 0.5 grs.; Ol 
Menth. Pip. q.s. 


BIBLIOGRAPHY 

The Control of Gastric Acidity. Brit. Med. J. 26th July, 1952, 2, 180-18. 

Medical Treatment of Peptic Ulcer. Med. Press 27th February, 1952, 227, 195-199 

Notes on Remedial! Agents. Med. Rev. September, 1952, 46, 162 

Discussion on Peptic Ulceration. Proc. Roy. Suc. Med. May, 1953, 46, 

on Gastric Acidity of ““NULACIN” Tablets. Med. J. Aust. 26th 1953, 

Control of G Gastric Acidity by a New Way of Antacid Administration. J. Lab. Clin. Med. 

gt Studies on the Reduction of Gastric Acidity Brit. Med. J. 23rd January, 1954, 

Clinical Investi 

Management o 
91-601 


tions into the Action of Antacids. The Practitioner July, 1954, 173, 46 
Peptic Ulceration in General Practice. Med. World. December, 1954, 
Ambulatory Continuous Drip Method in the Treatment of Peptic Ulcer. Amer. J. Dig. 
Dis. March, 1955, 22, 67-71 


HORLICKS LIMITED 


Sole Rhodesian distributors: 
R. F. OAKLEY & CO. (PVT.) LTD. 
7 Gordon Avenue, Salisbury 


PHARMACEUTICAL DIVISION 
SLOUGH, BUCKS. 
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SPONCAL 


* Takes up 20 times its own 
weight of fluid. 


* Metal plaques for identifica- 
tion purposes can be affixed. 


* Sponcal Material can be cut 
to any size when moist or 
dry. 


A NEW HIGHLY ABSORBENT, NON-IRRITANT 
MATERIAL, ESPECIALLY DEVELOPED FOR SURGERY 


* One Sponcal Swab can be 
used instead of 7-8 ordinary 


gauze swabs. 


* Sterilized by autoclaving or 
boiling. 


* Literature and samples 
available from: 
P.O. Box 39, CAPE TOWN. 


HYPODERMIC SYRINGE 


% 


Illustrated Leaflets and Supplies available 
from 


P.O. Box 39, CAPE TOWN. 


or any branch of 


LENNON LIMITED. 


South West Africa Stockists: 
Cloete Kruger (Pty.) Ltd., WINDHOEK. 


* 


* 


STANDARD 50 — 


THE 
MULTIPURPOSE 
SYRINGE 


The Standard 50 Syringe can be 
sterilized fully assembled and is 
completely interchangeable, size 
for size. 


It is so constructed that the only 
Glass portion, the barrel, can be 
replaced. 

Record, Luerlock, Concentric, 


Excentric and Unifix nozzles, and 
Crutch attachments, are available. 
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Wijeth 


EAST LONDON 


In uncomplicated 


PEPTIC ULCER 


prompt healing may 

be anticipated when 
acid and pepsin 
corrosion are halted. 
““Double-Gel action” of 
Amphojel provides 

both local physical 
protection and gentle 


sustained antacid effect. 


AMPHOJEL 


REGD. 


Aluminium Hydroxide Gel 
Wyeth’s Alumina Gel 


The finest cigarette 


money can buy 


PLAIN or with the 
MIRACLE FILTER 
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IN SEVERE HYPERTENSION 


In dangerously high blood pressure oral therapy with PRESENTATIONS 
‘Ansolysen’, the long-acting pentolinium preparation, 

Tablets of 10, 40 and 200 mgm. 
frequently permits a patient incapacitated by the 
disease to return to near-normal activity. At the same solutions for injection. 


ti ~— ft b ted as 2-5 per cent solution for injection 
ime organic Gamage may often be arrested and in (with 0-5 per cent ephedrine hydro- 


some cases reversed. chloride) 
In conjunction with the Rauwolfia alkaloid reserpine, 


used only where there is no history of mental depres- 
sion, the hypotensive effect of pentolinium is in many 
cases maintained with greater smoothness. 


‘ANSOLYSEN’ 


trade mark brand 
PENTOLINIUM TARTRATE 


An M&B brand Medical Produc! i MA3760 
MAYBAKER (s.A.) (PTY.) LTD - P.O. BOX 1130 + PORT ELIZABETH - TEL.: 89011 (3 LINES) 


Known and trusted for 


a hundred years 


Lennon Limited, manufacturers of National Health Products, 
have enjoyed the confidence of the Medical Profession for over 
a hundred years. National Health Products have always been 
made to conform to the most exacting requirements of modern 
medicine and hygiene. 

N.H.P. Products include Infalose, the well known baby food, 
and a range of ethical remedies and first-aid requirements for 
the medical profession. 


cs" LENNON @ LIMITED 


PORT ELIZABETH 


MOSSEL BAY Chemists to South Africa 
EAST LONDON 
KIMBERLEY tributors ion of South Africa for 
PARKE, DAVIS EABORA TORIES (PTY.) LIMITED 


9175-1(R) 
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“2 An important new development in 


FLUOROGRAPHY 


WATSON-ODELCA 
RADIOGRAPHIC 


CAMERA UNITS— 


radiographs excel all previous 
emnd standards for definition and speed 


) A new high-speed optical system (Bouwer’s patents) 

ensures superb results even with generators of low 
power. 

This unit fully complies 

with the requirements laid 


down for use in terms of the 
Pneumoconiosis Act 1956 


The method is most economical and ideal for the 


WATSON-ODELCA 


examination of hospital intakes, personnel etc. with power-assisted stand. 


ai) Timing and film marking is automatic and there Other models, using 70 or 


100 mm. film, are available 
are great savings in filing costs. Please ask us for 


further details. purposes. 


Represented in South Africa and the Rhodesias by 


THE BRITISH GENERAL ELECTRIC CO. (PTY) LTD. 


Box 1327, Cape Town Box 914, Bloemfontein 
Box 922, Durban | Box 2406, Johannesburg 


THE BRITISH GENERAL ELECTRIC CO. OF CENTRAL AFRICA LTD. 
Box 1070, Bulawayo Representing Box 845, Salisbury 


Se ee) THE GENERAL ELECTRIC CO. LTD. OF ENGLAND 
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A |SINGLE| ANTIBIOTIC 


PROVIDING DOUBLY 
HIGH BLOOD LEVELS! 


The dramatically more efficient tetracycline — 


advantages... © Practically doubly high blood levels. ; 
@ Faster blood levels. é 
@ More antibiotic at the point of infection. 
@ High urine levels. 
@ Increased efficiency. 


Accelerated action. 


22 
20, 
’ 8: 
| HC 
°: Supplied in capsules equivalent to 250 
mg tetracycline hydrochloride, TETREX 
costs no more than the older tetra- 
10, : cycline hydrochloride. 
0 : 
if 
{ e 
04, 
Bristol 
T 
After1}123 6 68 Hours 24 
MOSS OO Samples and Literature obtainable from Bristolabs 
(Pty.) Limited, P.O. Box 2515, Johannesburg. A 
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LEDERPLEX LIQUID 


does not “wear thin’ or go “lar” 
over a prolonged dose regimen 


Vitamin B-Complex Lederle) 


Each teaspoonful (4 ce.) contains: Folic Acid. ; - 0.2 mg. 

Thiamine HCl (B,) Pyridoxine HC) mg. Inositol 

Riboflavin (B,). mg. Pantothenic Aci 22mg. Soluble Liver Fraction 470 
Niacinamide . 10 mg. Choline 20mg. Vitamin B,, . . 5 megm. 
Also offered in Capsule and Parenteral forms. — CG) 


LEDERLE LABORATORIES DIVISION awenscan Cyanamid company PEARL RIVER, NEW YORK \CS® > 
*REG. U.S. PAT. OFF. 


SOLE SOUTH AFRICAN DISTRIBUTORS: ALEX. LIPWORTH LTD., JOHANNESBURG, CAPE TOWN, DURBAN AND SALISBURY 


— 
\ 
88 @ complete vitamin B-complex formula. 
derived from pure beef liver. 
Z \ 
...contains B,, and Folic Acid. 
- ..- always tastes good—palatable orange flavor : 
\ 
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Pleasantly wine-flavoured Elixir GERIX 
provides effective therapy when appetites fall ' 
behind the continuing need for nutrition. Taken suf 

before meals, GERIX acts as a stomachic, 
increasing the desire for food. At the same 

time, GERIX provides important nutritional 

elements—B-complex factors and iron—often 
lacking in faulty diets. ELIXIR 


Gerix 


TRADE MARK 


(ABBOTT’S GERIATRIC ELIXIR) 


JOHANNESBURG — CAPE TOWN — DURBAN — PRETORIA — 
BLOEMFONTEIN — PORT ELIZABETH —EAST LONDON — 
PIETERMARITZBURG — QUEENSTOWN 


é Published by the Proprietors Juta and Co. Ltd., 43 Pritchard Street, Johannesburg, and printed in the Union of South Africa by Cape Times 
Limited .Parow C.P. 
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